Sebern 2 need for more careful measurement of the functions and sources of perceived and received support.
This study begins to address this gap in our understanding of how relationships foster and inhibit the expression of social support, in that it evaluated an instrument developed to measure a supportive family care interaction called shared care. In previous work, shared care was identified as a construct of interest in a theoretical model of family care interactions. Shared care was defined as an interpersonal process used by home care patients and family caregivers to exchange support and manage a chronic illness (Sebern, 1996 (Sebern, , 2005b . Although there are many components of family care interactions, the three components of shared care identified in the naturalistic inquiry were communication, decision making, and reciprocity (see Figure 1 ).
Shared care interactions require cognitive ability to communicate, make decisions, and engage in reciprocal actions. The Shared Care Instrument-Revised (SCI-R) was developed and tested to measure the construct (Sebern, 2005a) .
Purpose of the Study
This study was designed to evaluate the psychometric properties of the SCI-R in a new sample of home health family care dyads. An important aspect of the SCI-R's development was to create a measure that was statistically sound and meaningful for both patients and caregivers, which could be used to assess shared care interactions. To achieve this purpose the authors used factor analysis to examine a three-factor structure and evaluated the reliability and construct validity of scores. A three-factor solution was based on the conceptualization of shared care as a system of three constructs (communication, decision making, reciprocity) . The author chose not to look at the global construct of shared care because shared care is a system of constructs and the global construct would disguise the unique functions of the components. Four hypotheses were tested to evaluate the construct validity of SCI-R.
For both the patient and caregiver, 1. shared care is a three-factor structure, 2. shared care components will correlate in a positive direction with positive dyadic interactions, 3. shared care components will have an inverse correlation with dyadic strain, and 4. shared care components will have an inverse correlation with depressive symptoms.
Background and Conceptual Framework
Shared care is a dyadic process. Dyadic processes are based on the premise that each Sebern 3 participant affects and is affected by the other (Gayle & Preiss, 2002 ) . Shared care is assumed to occur in a close relationship. There is a logical link between shared care and social support because shared care is conceptualized as a system of constructs (communication, decision making, and reciprocity) used to exchange support.
Researchers posed that supportive family and friends have the capacity to alter the relationship between a person's need for assistance in chronic illness and dyadic strain (Bass, McKee, Deimling, & Mukherjec, 1994) . Bass and colleagues defined dyadic strain as deterioration in the quality of a patient's and caregiver's relationship as a result of care-giving.
Supportive relationships may alter the negative effects of chronic illness on dyadic strain by reducing the consequences of the patient's impairment. For example, when a chronically ill patient is able to exchange gratitude and appreciation (if not other tangible rewards) in return for assistance from a caregiver, these rewards may make the relationship more equitable, mutually satisfying, and less stressful (Bass, Tausig, & Noelker, 1989) . Bass and colleagues developed the original tool used in this study to evaluate the influence of shared care on the dyadic relationship.
Researchers studied components of shared care separately and found family communication (Pruchno, Burant, & Peters, 1997) , decision-making satisfaction (Deimling, Smerglia, & Schaefer, 2001) , and reciprocity (Beach, Schulz, Yee, & Jackson, 2000) influenced variables such as relationship quality, mood, depressive symptoms, and wellbeing. Shared care's theoretical and operational definitions are based on field studies and a review of the literature (Sebern, 2005b) . Shared care was defined as a family care interaction with three components (communication, decision making, and reciprocity). Shared care communication is conversations between the patient and caregiver about symptoms, feelings, and providing advice to shape the meaning of the situation for the dyad. Patients may underreport their experience to a caregiver, and caregivers may be uncertain about patient difficulties because they have inadequate information about the illness experience. Negative statements were used to measure communication (e.g., I have no one to talk to about how I am feeling). Several other researchers identified how communication and interpersonal agreement influenced caregiver burden and depressive symptoms. For example, Pruchno and colleagues (1997) found that high agreement among multigenerational caregivers about patient problem behaviors contributed to better mental health outcomes for caregivers. Lyons, Zarit, Sayer, and Whitlatch (2002) found that discrepancy about problem behaviors among family care dyads contributed to dyadic relationship strain and poor mental health outcomes (Lyons et al., 2002 Riegel and colleagues (2004) identified decision making as a major component of self-care in heart failure. Other researchers studied the influence of decision making on caregiver outcomes. For example, Deimling and colleagues (2001) examined the effects of satisfaction with decision making on caregiver's depressive symptoms. These researchers found that family adaptability, caregiver type, and decision-making satisfaction predicted depressive symptoms.
Shared care reciprocity was characterized by empathy, listening, and partnership when providing and receiving assistance. An example of a reciprocity item was, We have a partnership. Other researchers corroborate that psychological well-being was enhanced when caregivers provided assistance and managed potential strain and burden (Kramer, 1997) . Beach and colleagues (2000) found that help provided by a caregiver to a patient can result in decreased caregiver anxiety and depressive symptoms. Several researchers suggested that patients not only receive support from but also provide substantial support to their caregiver, and these acts of reciprocity are important to well-being (Bass et al., 1989; Liang et al., 2001) .
Procedures for Instrument Development
The SCI-R was developed and tested to measure the construct of shared care. In a prior exploratory factor analysis, the original three components of shared care were supported, and a fourth component, balance, was identified (Sebern, 2005a) . The balance items consisted of negatively worded items originally conceptualized as low levels of shared care communication (e.g., We always disagree about the cause of our health problem) and reciprocity (e.g., I get no rewards for the caring I do). A decision was made to delete the balance items from the SCI-R because the balance factor did not support the three postulated components of shared care.
In the previous exploratory factor analysis, correlations between shared care and a reliable and valid measure of relationship quality (mutuality) supported the construct validity of the SCI. Mutuality is a construct defined as an enduring quality in a relationship consisting of love, shared pleasurable activities, shared values, and reciprocity (Archbold, Stewart, Greenlick, & Harvath, 1992) . Mutuality and shared care are similar in that reciprocity was conceptualized as an important component of family care interactions; however, the other components are related but different. Significant correlations between the mutuality and shared care components supported the construct validity of the SCI. Based on the findings of the exploratory factor analysis, the instrument was revised and called the Shared Care Instrument-Revised (SCI-R).
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Administration, Description, and Scoring of SCI-R
The initial version of the SCI-R had a total of 24 items. However, the final version of the SCI-R consisted of 19 items; 5 communication, 6 decision making, and 8 reciprocity items. The SCI-R asked participants to rate their agreement with items on a four-point Likert-type scale ranging from (1) strongly disagree to (4) 
Methods
Sample
A home health care agency serving both urban and rural populations in a Midwestern state provided access to patients and caregivers for this study. Personnel from the agency's information system department selected patients from their databases who met study criteria.
Criteria for inclusion were the following: over 18 years of age, cognitive ability and vision intact, and living with a person who provided unpaid assistance. The agency personnel identified 1,107 eligible cases. From the list of eligible patients, 579 cases were randomly selected, using a table of random numbers, and were invited to participate in the study. A total of 223 patients and 220 caregivers returned completed surveys, and this data were used to examine the reliability and factor structure of the SCI-R. For descriptive purposes, a subset of 198 matched dyads was used to examine the similarity of scale scores within patient and caregiver dyads, and for significant differences in patient and caregiver scores.
Procedures
Institutional review board approval was obtained from university and health care organizations. Survey packages were mailed to 579 home health care family dyads. Each survey package included a patient and a caregiver version of the SCI-R, Center for Epidemiologic Studies Depression Scale (CES-D), Dyadic Relationship Scale (DRS), demographic questions, a measure of functional status, written instructions, and a self-addressed stamped return envelope.
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Both members of a dyad were encouraged to participate. Since all participating patients had a person providing them with assistance, if only one member of the dyad decided to participate, their survey was included in data analysis. Participants were asked not to talk to the other member of the dyad about their answers until they had completed the survey. Patient data and caregiver data were analyzed separately, except for within dyad analysis of means and similarity of scale scores.
To support dyad participation, a prenotification letter was mailed prior to mailing the survey package, a $2.00 token of appreciation was clipped to each survey, and a postcard reminder was sent one week after the survey. At 4 weeks, a second survey was sent to non-responders, and at 6 weeks nonresponders received a follow-up phone call to inquire about the survey. In a few cases participants provided a reason for not participating. Common reasons were language differences (e.g., patient spoke Russian or Spanish), patient hospitalized, too busy, and wrong contact information. About 4% of patients ( n = 18) did not participate because of death prior to receiving the survey.
Instruments
The primary construct of interest in this study was shared care. However, to evaluate construct validity of the SCI-R, the DRS (Poulshock & Deimling, 1984) and CES-D (Radloff & Teri, 1986) were administered.
The Dyadic Relationship Scale (DRS).
The DRS has been revised since it was first presented by Poulshock and Deimling (1984) .
The original 11-item scale, which was based on previous measures of caregiver stress and burden (Zarit, Reever, & Bach-Peterson, 1980) For this study we administered both patient and caregiver versions, which included a four-option response (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree). The patient version Sebern 7 (10 items) and the caregiver version (11 items) have two subscales: dyadic strain and positive dyadic interaction. Higher scores on each of these scales indicated higher levels of strain and positive interaction, respectively. Sebern and Whitlatch (2007) reported a two-factor DRS solution which included dyadic strain and positive dyadic interaction. Internal consistency was acceptable for dyadic strain (patient alpha = 0.84; caregiver alpha = 0.89) and positive dyadic interaction (patient alpha = 0.86; caregiver alpha = 0.85).
Center for Epidemiologic Studies Depression Scale (CES-D; Radloff & Teri, 1986).
Depressive symptoms were measured using the CES-D, a 20-item, four-response option scale, with a coefficient alpha of 0.85 (Radloff & Teri, 1986) . Higher scores on the CES-D indicate higher levels of depressive symptoms, and a cut-score of 16 or higher is commonly used to indicate the presence of depressive symptoms (McDowell, 2006 ). In the current study, the Cronbach's alphas for the CES-D were .89 (patients) and .88 (caregivers).
Patient functional status was defined as a patient or caregiver's subjective perception of the patient's limitation in normal activity. We measured patient functional status for descriptive purposes, with the Karnofsky Index of Performance Status (KPS). The KPS has 11 categories describing a patient's limitation in normal activity (e.g., patient's ability to work, performance of normal activities, and need for assistance). KPS scores range from 1 (he or she is able to carry on with normal activity including work) to 10 (his or her condition is a fatal process progressing rapidly). Higher KPS scores indicated the patient required more assistance from caregivers. KPS construct validity was supported by moderate correlations between the KPS and Katz Activities of Daily Living (ADL) scores (Kendall's tau = 0.44). KPS also had strong correlations with a measure of quality of life (Kendall's tau = 0.68; Mor, Laliberte, Morris, & Wiemann, 1984) . Mor and colleagues (1984) reported an interrater reliability of 0.97 for the KPS. In the current study the intraclass correlation between the patient and caregiver KPS ratings was 0.75 (95% confidence interval = 0.68 to 0.80), suggesting that the patient and caregiver perceived the patient's need for assistance similarly.
Approaches to Reliability and Validity Testing
Because shared care was postulated to be a system of three constructs (communication, decision making, and reciprocity) a confirmatory factor analysis was conducted using principal axis components. A three-factor solution was analyzed using the following criteria: (a) factors had eigenvalues greater than 1, (b) change in slope of scree plot, (c) items loaded on a factor as postulated for patients and caregivers (>0.40), and (d) interpretability of factors. Because shared care was conceptualized as a system of three unique constructs, a solution using varimax Sebern 8 (orthogonal) rotation was selected because with varimax rotation the explained variances among factors are assumed not to overlap (Pett, Lackey, & Sullivan, 2003) .
Once a three-factor structure was identified in the data, internal consistency was evaluated (Cronbach's alpha). Finally, relationships among shared care components and positive dyadic interactions, dyadic strain, and depressive symptoms were examined. The Statistical Package for the Social Sciences (SPSS, 1999) subprograms Frequencies, Factor, Reliability, Paired T Test, and Correlations were used to compute demographic analysis and instrument psychometric properties.
The analysis included evaluating for patterns of missing data. Most missing data were due to skipped pages or randomly omitted answers. Cases were deleted if more than 15% (i.e., 5) of SCI-R scale items were missing. Thirty-seven patient cases and 26 caregiver case were deleted because of missing more than 15% of data. Using the remaining cases, patterns of missing data were analyzed, and none of SCI-R items were missing more than six data points.
Multiple imputation methods impute missing data by imposing a probability model on the complete data (observed and missing values; Schafer, 1997) . The final sample size was 223 patients and 220 caregivers, which was a 38% response rate.
Results
As can be seen in Table 1 , patients were on average 66 years of age, mostly White, and only 44% female. The most frequent patient medical conditions were circulatory, musculoskeletal, neoplasm, and diseases of the skin. Most patients had completed high school (63%), and most were spouses/partners of their caregiver. On average the patient and caregiver knew each other for 42 years. When patients were asked if they were a caregiver or a care receiver, 36% stated they were a care receiver, and 43% reported they were both a caregiver and care receiver. The patient median score for the KPS was 4, indicating half of patients reported some limitation in normal activities.
Also as seen in Table 1 , the average caregiver was 64 years old, mostly White and female (64%). Most caregivers completed high school (62%), and 80% of caregivers were spouses/partners. Forty-five percent of caregivers identified their role as primarily caregiving, and 28% reported that they were a giver and recipient of care. Therefore, participants who viewed themselves as givers and recipients of care may indicate that they exchange substantial assistance to each other over the duration of their relationship.
Internal Consistency Reliability
Reliability of Patient Subscales. Estimates of internal consistency reliability for the three patient subscales scores were adequate. The internal consistency of the subscale scores was not improved substantially by deleting any of the items. Cronbach's alpha for the patient scales were 0.75 (communication), 0.74 (decision making), and 0.76 (reciprocity). Descriptive statistics, including item means, subscale means, and standard deviations, were computed and examined. On a four-point scale, where 1 = completely disagree to 4 = completely agree, patient item means ranged from 2.9 (communication and reciprocity) to 3.0 (decision making). Subscale means and standard deviations are reported in Table 2 .
Reliability of Caregiver Subscales. Estimates of internal consistency reliability for the three caregiver subscales scores were adequate. The internal consistency of the subscale scores was not improved substantially by deleting any of the items. Cronbach's alphas for the caregiver scales were 0.76 (communication), 0.72 (decision making), and 0.78 (reciprocity).
Descriptive statistics, including item means, subscale means, and standard deviations, were computed and examined. Caregiver item means were 2.8 (communication), 2.9 (decision making), and 3.0 (reciprocity). Subscale means and standard deviations are reported in Table 2 .
Construct Validity
Analysis of Patient Three-Factor Structure of the SCI-R. For conceptual and statistical reasons, a confirmatory factor analysis specifying three factors was conducted on 24 shared care items using principal axis component factor analysis using varimax rotation. The patient three-factor extracted solution was analyzed statistically and conceptually. Bartlett's test was significant for the patient group (χ 2 = 1493 , df = 276, p = .000). The KMO statistic was 0.75. A Kaiser-Meyer-Olkin (KMO) test statistic of .60 or higher indicates that a correlation matrix is factorable (Pett et al., 2003) .
Principal components analyses support a three-factor structure in both groups. The first three components explained the most variance, eigenvalues were greater than 3, and each of these factors explained at least 8% of variance. The patient scree plot indicated a change in the slope of the line at three factors, and all but five items loaded on factors as postulated. The three-component structure explained 39% of the patient total item variance.
On visual inspection, some patient items in the scale appeared weak. The following criteria were used to evaluate weak items: (a) items did not load on the factor as originally conceptualized (factor loading < .40), (b) items loaded on two or more factors (> .30), (c) item-to-total correlations less than 0.30, and (d) interpretability of factors. Using these criteria the Sebern 10 author identified five weak items (three reciprocity and two decision-making items) in the patient structures. Two reciprocity (R) items did not load on reciprocity. These two items were, Before he
or she tells me I always know there is something wrong (R-15) and, If he or she is uncomfortable, then he or she tells me (R-16). One reciprocity item, We always agree about what is causing our
health problems (R-17) loaded 0.33 on reciprocity. Item-to-total correlations for these three items were 0.18 to 0.28 in the patient structure.
Two decision-making items loaded less than 0.23 on the patient decision-making factor.
These were, When my family member is sick the best way to handle problems is for me to tell her what I think, and let her make up her mind (DM-28) and, My family member is responsible for his own body when he is sick (DM-29)
. Item-to-total correlations for these two items were 0.12 to 0.31 in the patient structure. These five items were deleted because of weak factor loadings, low item-to-total correlations, and because the goal was to create a stable factor structure across both groups.
The preliminary patient analysis led to the retention of 19 items whose properties were tested in the final step of the factor analysis. Principal axis component factor analysis of 19 shared care items supported three components with eigenvalues greater than 1, and explained Table 3 ). For purposes of interpretability of factors and comparison of factor structure across groups, all 19 items were retained on patient factors as originally conceptualized.
Examination of the item-to-total correlations indicated that all patient items positively correlated with their respective subscale total score. Overall, patient subscale item-to-total correlations ranged from 0.34 to 0.66. This range of item-to-total correlations was considered to be acceptable because all items had positive correlations above the cutoff of .30 (Nunnally & Bernstein, 1994 ; see Table 2 ). Patient factors were correlated with other patient factors. Low to moderate correlations were found between patient factors, such as Decision Making and Communication (r = -0.04) and Decision Making and Reciprocity (r = 0.41; see Table 4 ).
Analysis of a Caregiver Three-Factor Structure of the SCI-R. Twenty-four caregiver
shared care items were entered into principal axis component factor analysis, and three factors Sebern 11
were specified. The three-factor extracted solution was analyzed statistically and conceptually.
Bartlett's test was significant for caregiver group (χ 2 = 1548 , df = 276, p = .001). The KMO statistic was 0.77. Component analysis indicated the first three components explained the most variance; eigenvalues were greater than 3, and each of these factors explained at least 9% of variance. The caregiver scree plot indicated a change in the slope of the line at three factors, and all but five items loaded on factors as postulated. The three-component structure explained 40%
of the caregiver total item variance.
On visual inspection, similar items that did not load with patient factors were weak on the caregiver scale (three reciprocity and two decision-making items). The three reciprocity items had factor loadings less than .40 on reciprocity. Item-to-total correlations for these three items were 0.29 to 0.37 for the caregiver reciprocity scale.
Two decision-making items loaded less than .25 on the caregiver decision-making factor.
These were, When my family member is sick the best way to handle problems is for me to tell her what I think, and let her make up her mind (DM-28) and My family member is responsible for his own body when he is sick (DM-29)
. Item-to-total correlations for these two items were 0.13 to 0.17 in the caregiver structure. Since the goal for instrument development was to identify a stable structure across patient and caregiver groups, these five items were deleted from the caregiver scale. This analysis led to the retention of the identical 19 items used in the final step of the patient factor analysis.
Principal axis component factor analysis of 19 shared care items supported three factors and explained 46% of the variance in the caregiver data (see Table 3 ). Further support of the construct validity of the caregiver SCI-R was evident in the item-to-total correlation. Overall, caregiver subscale item-to-total correlations ranged from 0.35 to 0.68, except for one item.
DM-31 had an item-to-total correlation of 0.29, and the factor loading for DM-31 was 0.42.
Because of the marginal item-to-total correlation and the adequate factor loading for DM-31, this item was retained on the DM scale. Caregiver factors were correlated with other caregiver factors and presented in Table 4 . Correlations were moderate between caregiver factors, such as Decision Making and Communication (r = 0.38) and Reciprocity and Communication (r = 0.40;
see Table 4 ).
There were no differences between patient and caregiver mean scale scores except for reciprocity and CES-D scores. Significant differences were identified between patient and Sebern 12
caregiver reciprocity and between patient and caregiver CES-D scores. These findings suggest that patients had less shared care reciprocity and more depressive symptoms than caregivers.
These findings also support the SCI-R's ability to discriminate levels of shared care between groups. See Table 5 for subscale means, standard deviations, and t values.
For descriptive purposes, correlation coefficients were used to measure the similarity of the dyad members for the scale scores. Cohen (1992) defined 0.50 as a large correlation, 0.30 as moderate, and 0.10 as small. Kenny, Kashy, and Cook (2006) suggest that the degree of similarity in dyadic data depends on the type of dyad studied and the type of variable measured. Table 6 reports correlations within the dyads scale scores, which were small (0.23) to moderate (.46).
Names for the Factors. Names for the factors in this factor analysis were derived from the construct of shared care (Sebern, 2005b) . The communication factor implied that a patient and caregiver talked with each other about symptoms and asked for advice. The decision-making factor denoted a patient's capacity for making decisions about care. The reciprocity factor indicated empathy, listening, and partnership in managing the illness.
Assessment of Construct Validity Using Hypothesis Testing With Patient Data.
In the final aspect of the analysis, the construct validity hypotheses were evaluated. For the patient subscales, hypothesis 2 and 3 were supported. As seen in Table 7, Hypothesis 4 was partially supported in that there was an inverse correlation only between patient communication and patient CES-D scores (see Table 7 ).
Assessment of Construct Validity Using Hypothesis Testing With Caregiver Data.
For the caregiver, hypotheses 2 and 3 were supported with the following evidence. There was a small negative correlation between caregiver communication and dyadic strain. Caregiver appraisal of patient decision making had a moderate negative correlation with dyadic strain and a small positive correlation with dyadic interactions. Caregiver reciprocity correlated moderately with dyadic interactions and negatively with dyadic strain. For the caregiver, hypothesis 4 was also partially supported in that caregiver CES-D scores inversely correlated with caregiver communication and with reciprocity (see Table 8 ).
Discussion
A goal in refining the SCI-R was to find a meaningful factor structure for both patients and Sebern 13
caregivers that could be used to assess family care interactions. The data supported a three-factor structure as originally conceptualized for both groups, and internal consistency was acceptable. The conceptualization of shared care as three unique components was supported by low to moderate correlations between patient factors with patient factors, and caregiver factors with caregiver factors. Although the variance explained by the factor structures was moderate (46% for patients and 47% for caregivers), this is not considered unusual for psychosocial instruments. For example, Heo, Moser, Riegel, Hall, and Christman (2005) found the Minnesota Living With Heart Failure Questionnaire explained 45% of the variance in health-related quality of life.
For statistical and conceptual reasons, five similar items were deleted from both patient and caregiver versions of the 24-item SCI-R. These items had low factor loadings and item-to-total correlations in both groups. Low item-to-total correlations suggested that these items may lack ability to discriminate, may be excessively easy or difficult, ambiguous, and may have little to do with the domains of shared care (Nunnally & Bernstein, 1994) . The nature of the reciprocity factor denoted that partnership, empathy, and listening were important attributes in shared care. Researchers proposed that patients not only receive support from, but also provide substantial assistance to their family member, and these acts of reciprocity are important to well-being (Wolff & Agree, 2004) . Reis and Collins (2000) suggested that long-term relationships provide multiple opportunities to reverse the role of support seeker and support provider. This study corroborates Reis and Collins's proposed association between a relationship's duration and supportive exchanges, in that the average duration of the dyad's Sebern 14 relationship was 42 years, and 43% percent of the patients and 28% of caregivers reported that they were both a giver and recipient of care.
In the current study, moderate correlations between patient and caregiver shared care components and positive dyadic interactions imply that shared care varies with positive interactions. Components of shared care also had inverse relationships with strain and depressive symptoms. Because of the cross-sectional data, the direction of these associations is not known. Future research could clarify the relationship strength and direction between components of shared care, the dyadic relationship, and depressive symptoms. For example, does low patient reciprocity lead to strain, or does strain contribute to low reciprocity?
Because depressive symptoms are an important clinical issue, it is interesting to note that patients perceived less reciprocity and had more depressive symptoms than caregivers. Lebowitz and colleagues (1997) suggested that chronic illness is related to depressive symptoms. High rates of depressive symptoms are also reported for persons with heart disease (Sullivan, Levy, Russo, & Spertus, 2004; Turvey, Schultz, Arndt, Wallace, & Herzog, 2005 ).
Jiang and colleagues (2004) observed in chronic heart failure patients that depressive symptoms alone predicted a significantly worse prognosis. Receiving assistance without the opportunity to reciprocate can contribute to emotional distress (Davey & Eggebeen, 1998; Liang et al., 2001 ).
Future studies are needed to describe how shared care components influence outcomes for both the patient and caregiver (e.g., depressive symptoms, self care).
Several researchers identified that some challenges in family care research are to develop methods and tools to study the dynamic characteristics of close relationships in family care (Martire, Lustig, Schulz, Miller, & Helgeson, 2004; Reis & Collins, 2000) . Researchers previously conceptualized communication, reciprocity, and decision making separately; however, the family care literature may be advanced by conceptualizing and measuring a construct that effectively captures the interactive effects of these components. Measuring shared care can assist researchers and practitioners with identifying family care difficulties, guide interventions to assist with these difficulties, and improve outcomes for both.
Limitations of this study are its homogeneous and small sample of home health care patients and caregivers. The sample was primarily from a Midwestern state, White, elderly, with chronic physical illnesses, and receiving home health care services. The primary patient diagnoses were circulatory, musculoskeletal, and neoplasm. Including a more culturally diverse sample would help elucidate how shared care is influenced by social, cultural, and economic factors. Measuring shared care in a sample of individuals with mild to moderate cognitive impairment is also warranted. It is possible that patients with mild to moderate cognitive Sebern 15 impairment are able to answer questions about their own care and preferences with accuracy and reliability.
The purpose of this study was to create a measure of shared care that is statistically sound and meaningful for both members of a family care dyad. The data supported a three-factor structure as originally conceptualized. Reliability and construct validity findings from this study support continued use of the Shared Care Instrument-Version 3 (SCI-R) . The measurement of shared care with a psychometrically sound instrument for both patients and caregivers offers researchers and practitioners a way to study supportive interactions inclusive of patients and caregivers. Based on this study, the revised instrument, SCI-R, is being employed with a sample of heart failure patients and their family caregivers to examine the influence of shared care on self care in heart failure. Note. PT = patient (n = 220); CG = caregiver (n = 223). Note. PT = patient (n = 220); CG = caregiver (n = 223). Extraction method: principal axis factoring. Rotation method: varimax with Kaiser normalization. Rotation converged in 5-7 iterations.
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